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F 164 | 483.10(c), 483.75(1)(4) PERSONAL F 164 Disclaimer for Plan of Correction
$8=D| PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her personal and ¢linical
records.

Personal privacy inclydes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings.of famiily. and resident groups, but this
does not require the facility to provide a private:
room for each resident.

Excépt as provided in paragraph-(e)(3) of this

section, the resident may approve or refuse the

release 6f pérsonaland clinical records:to any
individual outside the fagility.

The resident's right to refusé release of personal
and clinical records does not-apply when the
resident is transferred to-another health care
institution; or record release is required by law.

The facility must keep confidential all information
contained iri the resident's recards; regardiess of
the.form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facllity failed to ensure privacy
during a treatment for one (#2) of eighteen
residents reviewed.

The findings included:

Preparation and/or execution of this Plan of
Correction does not constitute an admission
| or agreement by Christian Care Center of
Johnson City of the truth of the facts alleged
or conclusions set forth in the statement of
deficiencles. Christian Care Center of John-
son City files this Plan of Correction solely
because it is required to do so for continued
~ state licensure as a health care provider
and/or for participation in the Medicare/
Medicaid |program. The facility does not
admit that any deficiency existed prior to, at
the time of, or after the survey. The facility
reserves all rights to contest the survey
findings through Informal dispute resolution,
formal appeal and any other applicable legal
or administrative proceedings. This Plan of
Correction should not be taken as estab-
lishing any standard of care, and the facility
submits that the actions taken by or in
response to the survey findings far exceed
the standard of care. This document is not
intended to walve any defense, legal or
equitable, In administrative, civil or criminal
proceedings.

F 164

Christian Care Center of Johnson City
believes its current practices were in
compliance with the applicable standard of
care, but In order to respond to this citatlon
from the surveyors, the facility is taking the
following additional actions:

IO(B) DATE

LABORAFORY ECT R PRDM ISURPLIER REPRESENTATIVE'S SIGNATURE TITLE
R T e N

Any deficiency statement ending with ah asterisk () denotes.a deficiency which the.institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, (See Insiructions:) Except for nursing homes, ttie findings stated above are disclosable 90 days
following the date of survey whether or not-a.plan of eotrection is'ptovided: For hurging-homés, the above findirigs and Plans of carrection are distlosable 14
days fallowing the date these documents: are. made avallable to the facility: If deficlencles arg cited,.an épproved plan:of cortaction.is requisite to continued
program participation.
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F164 | Continuied From page 1 F164| Corrective Actions for Targeted Residents
Resident #2 was admitted to the facility on By 1L, LPNHSVigs colirdeled
February 18, 2011, with diagnoses including regarding re-'sldent privacy and importance
Intracranial and Intraspinal Abscess, of closing window blinds when
Osteomylelitis, and Hypertension. administering insulin. Licensed Nursing
staff was in-serviced by the Director of
Observatian on April 25, 2011, at 5:10 pm Nursing on 5/5/11 regarding providing
revealed resident#2 lying an the bed nextto the privacy for resident #2 and any other
window: Further:observation revealed LPN residents receiving injections/treatments
(Licensed Practical Nurse) #3 exposed the - of any form.
resident's ahdomen and admitiistered Humulin R
insulin & units without closing the blinds. Identification of Other Residents with
et April 26, 2011, 86520 _ Potential to be Affected
nterview on-April 25, 2011, -at'5:20 p.m., in the )
hal, with LPN #3, canfirmed the biinds were not O 10 the NENLTE OF ks praction; current
closed during thé administration of the insulin, resicicnts have the:potential toibe
F 272 488.20(b)(1) COMPREHENSIVE piaga| HMected
88=p |-ASSESSMENTS
; Systematic Changes
The facility must conduct initially and periodically Licensed Nurses were educated by the
a comprehensive, accurate, standardized Director of Nursing on 5/5/11 regarding
reproducible assessment of each resident's the need to provide privacy, including
functional capacity. closing of blinds, when administering
} S I insulin injections or treatments. Education
A facility must make acomprehensive of new Licensed Nurses will also include
assessmentof 5 résident‘sneeds, Lsing lh? _ the need for full privacy when administer-
resident assessmentinstrument (RAI) specified ing any type of injection or treatment.
by the State. The assessment mustinclude at
least the following:
identifcation anid demograptic nformaiion; Monitoring
"CUS't_Gm'a'ryi roufine; T The Director of Nursing will monitor 10% of
Cognitive patterns; Licensed Nurses for 3 months while they
| Communication; are administering injections/treatments to
Vision; ensure that privacy is being maintained
Mood and behavior patterns; during the procedure. The Director of
| Psychosocial well-being; . Nursing will report these findings to the
Physical functioning and structural problems: Performance Improvement Committee for
Continence; ' review and determination of on-going
Disease diagnosis and health conditions; compliance. This committee consists of
FORM CMS-2567(02-00) Previous Versions Obsolete: ~~~~ EventID:5IS614 Facllty 1D: TNGO11 If continuation sheet Page 2 of 17
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F 164 | Continued From page 1 F 164

the Administrator, Consultant Pharmacist,
Medical Director, Director of Nursing,
Assistant Director of Nursing,
Maintenance Director, Housekeeping/
Laundry Supervisor, MDS/Care Plan
Coordinator, Director of Social Service,

| Observation on April 25, 2011, at 5:10 p.m. Clinlcal Records Supervisor, Dietary

revealed resident#2 lying on the bed next to the Manager, and Activities Director. _ 6/1/11
window. Further observation revealed L.BN
(Licensed Practical Nurse) #3 exposed the
resident's abdomen and administered Humulin R
insulin 8 units without closing the blinds.

Resident #2 was admitted to the facility on
February 18, 2011, with diagnoses including
Intracranial and Intraspinal Abscess,
Osteomylelitis, and Hypertension.

Interview on.April 25, 2011, at 5:20 p-m., in the
hall, with LPN #3, confirmed the blinds were not
closed during the administration of the insulin.

F 272 | 483.20(b)(1) COMPREHENSIVE F 272| F272
$S=D | ASSESSMENTS
Christian Care Center of Johnson City

The facility must conduct initially and periodically believes its current practices were in

a comprehensive, accurate, standardized compliance with the applicable standard

reprodiicible assessment of each residents of care, but in order to respond to this

functional capacity. citation from the surveyors, the facility
is taking the following additional

A facility must make & compretiensive actions:

assessment of a resident's needs, using the

resident assessment instrument (RAI) specified Corrective Action for Targeted Residents

by the State. The assessment must include at An assessment of Resident #11’s

least the following:

wandering behaviors was completed

Identification and demographic information; and a care plan was completed for this
CUStqma-ry muﬁnﬁj resident on 5/5/11, which includes inter-
Cogmtwe .pa_t'ter.ns-,_ ventions for this resident’s wandering
Sg?;municahon, behaviors.
Mood and behavior patterns; Identification of Other Residents with
Psychosocial well-being; Potential to be Affected
Egﬁiﬁ:}]’];ue{fcmnmg and structural problems; Charts of residents who have wandering
Diseasev'c[iaignosis and health conditions; . type behaviors were audited by the Social
FORM CMS-2567(02-89) Previous Versions Obsolete Event D; 515617 Facility ID: TN9O11 If continuation sheet Page 2a of 17
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F 272 | Continued From page 2 F272] service Director on 5/10/11 to ensure
Dental and nutritional status; that they have an assessment of
Skin conditions; behaviors and that a care plan has been
Activity pursuit; developed with interventions for the
Medications; _ residents’ wandering behaviors.
Speclal treatments and procedures;
Discharge potgntial; ' _ Systematic Changes
Docurhentation of summary information regarding .
the additional assessment performed on the care The Soclal Service _Director was educated
areas triggered by the completion of the- Minimum | by the MDS Coordinator on 5/9/11.  The
Data Set (MDSY; and education included the need to ensure
Documen_taﬂon Of participation in asséssment, - that residents with wandering type be-
' haviors have an assessment of behaviors
and that a care plan has been developed
with interventions for the residents’
_wandering behaviors.
Monitoring
! . . Charts of current residents with wander-
This REQUIREMENT is not met as evidenced ing type behaviors will be reviewed by the
by: . MDS Coordinator. This review will be
Based on.medical record review-and interview the | completed on 5/12/11. New admission
facility failed to:complete a behiavior assessment residents with wandering type behaviors
for care planning for.one-resident (#11) of will have an assessment and a care plan
-et,ghteen fesiderits reviewed. | toaddress wandering behaviors no later
than 14 days after admission to the
The findings-included: facility, The MDS Coordinator will audit
new admission charts to ensure that
Resident #11 was admitted.to-the facility with there has been an assessment on wan-
diagnoses-including, Senile Dementia, dering type behaviors and that appro-
Hypertension, Atrial Fibrillation, Hypothyroidism, priate interventions are care planned.
'and MUSC!B Weakness Medical record FEU[GW of Chart reviews for new admission
the Minimum Data Set (MDS) dated March 22, residents with wandering type behaviors
2011, revealed the: resident was cognitively will continue for three months. The MDS
lmpalred and had behaviors of wandsring, | Coordinator will report these findings to
entering other resident's rooms, rummaging the Performance Improvement Com-
through others* belonigings, and taking things, mittee for review and determination of
ongoing compliance. This committee
Interview with four resldents during & group :
meeting an Aprii 26, 2011, at 10: 0% am., inthe consists of the Administrator, Consultant
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F 272 | Continued From page 3 F272 ) )
ACﬁ'ifit_IES'RD_Om,. revealed wandering residents Pharmacist, Medlcal‘ Director, Dlref:tar of
ehtering their rooms and taking belongings was Nur.sing, Assista-nt Director of Nu rs'mg,
an Oh’gbing congerm for them. T Maintenance Director, Housekeeping/
i I _ . Laundry Supervisor, MDS/Care Plan
']nfgm__ew w;{h 1he.ﬁdminist_gat0ir on -A[;!tﬂ. 2'_.3" 2011, Coordinator, Social Service Director,
at'9:00 a.m. bonfinned gaﬁ were aware there Clinical Records Supervisor, Dietary
were C'Qg.ﬂ'fﬁ.-,‘-_’ely 'impai ed resid_er-its' wan_di:-xring Manager, and Activities Director. 6/1/11
and gaing into other resident's rooms.
Interview with the Activities Director on April 27,
2011, at 1045 a.m. confirmed Resident#11 had
been. observed-on several occasions going into
other resident's rooms. Continued interview
confirmed staff were aware and could usually
redirect the resident to-another activity.
Interview with the.Director of Nirsirig (DON), in
the DON's office, April 27, 2041, at 2:15.p.m,,
confirmed the facility had failed to provide an
assessment for care planhing and dévelop
intervenitions for the resident's wandering
behaviors. '
F 281 1.483,20(k)(3)(i) SERVICES PROVIDED MEET Fos1| F281
88=p | PROFESSIONAL STANDARDS
Christian Care Center of Johnson City
The services provided or arranged by the facility believes its current practices were in
must meet professional standards of quality. compliance with the applicable standard
' - of care, but in order to respond to this
. citation from the surveyors, the facility
This REQUIREMENT is.n6tmet as evidenced is taking the following additional
by. _ actions:
Based on medical record review, observation,
and intefview, m?] facility failed to label a tube Corrective Actions for Targeted Residents
feeding set and the tube feeding container for one .
: raaidant (1) &F alahtben fastHahbe raulamad On 4/27/11, the tube feeding set and
; res}dent (#1) of eig_hteen_-res_idehts tevieved. tube feeding container for Resident #1
e findings included: were changed out and the new tube
| The-driganciude: feeding set and tube feeding container
Resident #1 was admitted to ﬂIEfaclilty on March were labeled with the resident’s name,
FORM CNIS.2567(02:06) Previous Versions Obsolels " Event D: 615011  Facllly): TNGOF1 If continuation sheet Page 4 of 17
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RESTORE BLADDER

:Based:on the-resideri’s comprehensive:
-assessment, the facility. must-€nsure that a

resident who-enters.the facility without an
indwelling cathster'is not cathetérized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resldent

twho is incantinent of bladder re¢élves appropriate

treatment and services to prevent urifary tréct
infections and-to restore as much normal bladder

| function as possible.

This REQUIREMENT is-not met as evidenced

1 by

Based on medical record review, observation,
palicy review; and interview, the fadility failed to
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F 281 | Continued From page 4 F 281| date, time started, and infusion rate as per
10, 2009, with diagnoses including Parkinson's the standard of practice.
Disease, Dysphagia, Atrial Fibrillation, and
Gastrostomy Tube, Identification of Other Residents with
_ _ Potential to be Affected
Medical record review of a physlcian's order
‘dated April 1, 2011, revealed *.. -'FibeTSOUI'GQ HN Current residents receiving tube feeding
via PEG (percutaneous endescopic gastrostomy) have the potential to be affected. On
@ 70ce/hr (cubic centimeters per hou)..." 4/27/11, the ADON audited tube feeding
_ sets and tube feeding containers that were
Observation-on April 25, 2014, at 11:15 a.m, in place for other residents in the facility
revealed Resident#1in bed, a tube feeding purp  receiving enteral feedings to ensure that
at bedside infusing Fibersource HN in a tube feeding sets were dated and feeding
container, unlabelled with the resident's name, at containers were labeled with residents’
70.cc per hour into the PEG: tube through an name, date, time started and infusion rate
unlabeled, undated tube feeding set. per the standard of practice.
-a.m., confirmed the tube feeding was Unlabélied
with the resident's name, date, time started, and Licensed Nurses were educated by the
infusion rate as.per standard of practice. Director of Nursing on 5/5/11 regarding the
F 315 | 483.25(d) NO GATHETER, PREVENT UTI, F 315/ need for labeling tube feeding sets and

tube feeding containers with the resident’s
name, date, time started, and the infusion
rate per the standard of practice,

Monitoring

The Assjstant Director of Nursing will audit
on a weekly basis for three months the
tube feeding sets and tube feeding
containers of any new or current residents
receiving enteral feedings to ensure that
the tube feeding sets and tube feeding
containers are labeled with the resident’s
name, date, time started and infusion rate.
The Director of Nursing will report these
findings to the Performance Committee for
review and determination of on-going
compliance. This committee consists of the
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DEFICIENCY)
F 281 Continued From pego4 F 281 Administrator, Consultant Pharmacist
10, 2009, with diagriosés including Parkinson's Medical Director, Director of Nursing !
Disease; Dysphagia, Atfial Fibrillation, and 2 Director of Nursi :
Gastrostamy Tuibe. Assistant Director of Nursing,
Maintenance Director, Housekeeping/
Medical record review of a physician's erder Laundry Supervisor, MDS/Care Plan
dated April 1, 2011, revealed *... Fibersource HN Coordinator, Social Service Director,
via-PEG ( peroutaneous endoscaplc gastrostomy) Clinical Records Sl‘lqe.rvlsor. Dietary
@ 70cc/hr (cubic centimeters per hour)..." Manager, and Activities Director. 6/1/11
Observation on April 25,2011, at 11:16 a.m.,
revealed Resident #1 in bed, a tube feeding pump
at bedssde infusing Fmersource HNina
container, unlabelled with the resident's name, at
70-ce per hour into the PEG tube through an
unlabeled, undated tube feeding set.
Interview with LPN #1 on April 25, 2011 -at 11:20
a.m., confirmed the tube feeding was unlabelled
with the residerit's name, date, time started, and
infusion rate as per standard of practice.
F 315 483.25(d) NO CATHETER, PREVENT UTI, F315| F315
ss=p | RESTORE BLADDER
Based on th ident h Christian Care Center of lohnson City
ased on the resident's comprehensive believes its current practices were in
?::ggi?‘iﬁé gﬁ;ﬁ’%ﬁ Eﬂislltt;mw?tl;lfutth:rtl a compliance with the applicable standard
2 to thi
indwelling catheter is not catheterized unless the E;::’n ?::r:‘"tg;d;rr:z;gispi;: fz d“; i
resident's clinical condition demonstrates that i ' the following AddMiohak Sctione
catheterization was hecessary;:and a resident BiaE theto g :
who is.incentinent of bladder-receives appropriate . .
treatment and services to preverit urinary tract Corrective Actions for Targeted Residents
infections and to restore as much normal bladder _ Resident #9 Is currently receiving
function as possible. appropriate incontinent care to prevent
UTls according to policy and procedures.
. . . On 4/27/11, CNA’s #1 and #2 were
ZSIS- REQUIREMENT is notmet as avidericed educated by the Director of Nursing
Based oh medicalrecord review, obsérvation, irega rf_' ne Ft’m‘"d'"g HEape
pollcy review, and mtemew. the fagility failed to heontinent care.
FORM CMS mrmz-gg} Previous Vers]on.s Obsolete  EventD:51SB1 Faciily ID; TNGOT1 If continuation sheet Page ¢, of 17
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F 315 | Continued From page 5 F 315

Identification of Other Residents with
Potential to be Affected

provide appropriate incontinent care for one
resident (#9) of eighteen residents reviewed,
Due to the nature of this practice, current
The findings included: residents requiring incontinent care have
the potential to be affected.

Resident #9 was readmitted to the facility on

December 8, 2009, with diagnoses Incliuding Systematic Changes

i‘mﬂai i};'b”"at'o”* Hemiplegia and Hemiparesis CNA staff was educated by the Director of
SHSIee, Nursing on 5/5/11 regarding the need to

Medical record review of the Minimum Data Set provide incontinent care according to the

dated March 28, 201 1, revealed theresident was facllity’s policy. Upon hire, CNAs will be

frequiently incontinent of bladder and fequired |  In-serviced on proper incontinent care

total assist for torleﬁng. _ with a return demo by way of

competency testing.

Observation on April 27, 2014, atB:50 a.m., in the
resident’s room, revealed GNA#1 aiid CNA#2 i
(certified nursing assistant) providing
incontinence ¢are to'the tesident. Contitiued
observation revealed both CNA's donned.gloves
and assisted the resident from wheelchalr to the
bed. Continued observation tevealed CNA #2

The Director of Nursing will monitor the
CNA staff performing incontinent care to
ensure that the facility policy is being
followed. A 10% sample of CNAs will be

removed the pants, and untaped the brief. CNA monitored during incontinent care each
#2 sprayed peri wash on the perineal arsa, GNA mon'fh for three months. ThelDlrector of
#1 cloaned theper}neal area in a circular m.O.ﬂOﬂ, Nursing will report these findings to the
r.-cillad 'the, r.esidmi‘.tﬁto fth_e ,tiaﬁtﬁ-side._- cﬁté_an_.ed the Performance Improvement Commiftee for
b.UﬂOGKS ar.a'a.‘-wit_h'ou_f,t-'ch'ang_lﬂg_\fﬁpés_-c;i'.r"-.ﬁo.!di'r.l_g- . review and determination of on-going
the wipe. If-"u_rtjhe'.r- QB$6FV$ﬁOh£'FBVE?§19d GNA #2 compliance. This committee consists of
placed brief on'the resident, and without changing the Administrator, Consultant Pharmacist,
gloves or disinfecting the hands plaged the linen Medical Director, Director of Nursing,
(sheetand blanket) on the resident, adjusted the Assistant Director of Nursing, Mainte-
remote for the bed position, andcontlnuedto : nance Director, Housekeeping/ Laundry
place the residentsstuffed animals in the bed. Supervisor, MDS/Care Plan Coordinator,

_ _ : Social Service Director, Clinical Records

Review of the facility's palicy Perineal Care’ ] .Supervisor, Dietary Manager, and

| revealed "...8...wash ...using gentle down strokes | Activities Director. 6/1/11

from front to back of the perineum...10
.starting...wiping from frorit fo back...17. Remove
gloves and discard. 18. Wash hands." -
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F 315 Continued From page 6 F 315
Interview with CNA #1 and CNA #2 on April 27,
2011, at 8:55 a.mn., in the' haﬂway confirmed the
CNA's had failed to follow the fagility's policy for
providing apprepriate incontinence care-and had
falled to remoye.gloves or disinfect hands after
_provtdmg care,
F 323 | 483.25(h) FREE OF ACCIDENT F323| 323
§s=D | HAZARDS/SUPERVISION/DEVICES
The facility must ensure that the résident Christian Care Center of Johnson City
environment rémains as free of acoident hazards believes its current practices were in
as is possible; and each resident receives compliance with the applicable standard
adequate supervision and assistance dewces to of care, but in order to respond to this
prevent accidents. citation from the surveyors, the facility is
taking the following additional actions:
Corrective Actions for Targeted Residents
This REQUIREMENT s not met as evidenced Resident #8 was re-assessed on 5/10/11
by: 3 for proper safety device needed to
Based on medical record review, review of the prevent falls. It was determined that
facility investigations; observation, and interview, i
the facility failed 16-€nsiiré safety dewces ‘were in appiopiats safety davice was in place.
place and funttioning 16 prevent falls for one (#8) Resident #2 has expired due to
resident and failed to implement interventions to unrelated causes.
prevent dislodgement of & Intravenous line for
one (#2) residenit of eighteen residents reviewed, Identification of Other Residents with
ey . Potential to be Affected
The findings included: s
Current|residents requiring safety devices
Resident #8 was admitted to the facility on and intravenous lines have the potential
February 11, 2011, with diagnoses including to be affected.
Alzheimer's Disease Atrial Fibrillation, Diabetes,
and Hyperterision. ,
Medical record review of fall risk assessments
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F323 | Continued From page 7 F323! systematic Changes
dated December 31, 2010,.and April 19, 2011, ,
revealed the resident was at_ihigh--i'i'sk-'fd_r-‘ falls. On 5/11/11, the Interdisciplinary Team
' met with Resident #8's daughter. The
+ Medical record review of the care plan rewewed need fof the safety device for the resident
{on March 4 2011 113/09: was addressed. As a measure of
' '-“p, ) caution, the resident’s daughter was
bed 9.29 10 Add Sh Qgrd CJ[p a]afm in: addmon reminded by the Director of Nursing to
to pad alarm Whlie (U ) in geri-c ] ask staff to assist with transfer of
- resident.
Medidal record review of the Interd siplina
Progress Note dated November 9, 22G1PB * Nursing statf wes educated iy thie DON
revealed,"...(resident) discovered in floor In front on 5/5/11 regarding the need to ensure
of (reclmed) G (geri)-chair...Clip-alar sounding that safety devices are In place and
faintly.. no red or-bruised areas noted..." : functioning to prevent falls. The facility
- will be utilizing arm/hand boards and
Review of the post fall evaluation dated gaemtie dtpmentin Lty prevent
Noverriber 8, 2010, revealed, "...Resident fell: dislodgement of intravenous lines. The
from chair...what care planned interventions were | faclity will continue to assess residents
| in place prior to-the fall? Clip alarm (and) with safety devices every two hours, or
| (rechned) G-¢hair..." more if needed, to ensure safety devices
are in place.
Review of the post fall evaluation dated March 19, -
2011, 6:20 p.m.  Tevealed, *...Resident-fell: from Monitoring
bed...Resident -Was obsérved Qn e fioor...(no) Residents requiring safety devices and
IhjLII‘IES noted.: d intravenous lines will be audited by the
functioning at time of_the:_-fatl? (b!ank).-.. - Assistant Director of Nursing. The safety
! device audit will consist of the type of
Medical record rewew of mealnterdlsmphnar}t safety device, and ensure that the device
F‘rogress Note dated March 19, 2017, revealed, is in place and functioning properly. The
"6:20 p. (p.m. ) Resident observed on floor oh audit for intravenous lines wili include
hands.(and) kﬂees trylng to get up...Resident patency and that proper assistance device
observed several times trying to get out of bed..." is In place to prevent dislodgement of the
_ _ intravenous line. These audits will be
Review. of the post fall evaluation dated April 19, reviewed by the Director of Nursing and
2011, revealed, "...Resident fell: from reported by the Director of Nursing to the
bed...Observed in floor:after-daughter had:put Performance Improvement Committee
resident:to bed...was laying on the floor by monthly for three months to ensure
bed...No alarms, low bed or:mat were in use. No compliance. This committee consists of
| injuries abserved or paln“.What new the Administrator, Consultant Pharmacist,
| ¢ i ;
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SUMMARY STATEMENT OF DEFICIENGIES ID _PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH.CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 323 | Continued From page 8 F 323 Medical Director, Director of Nursing,
i intgrvent_ionsz;ar'e in .pIaO?'to prevent further falls? Assistant Directo'r of Nursing,
%ﬁug‘h_ter called...counsgled (and) notified of Maintenance Director, Housekeeping/
o Laundry Supervisor, MDS/Care Plan
Interview on Aprit 26, 2011, at 12:35 p.m., in the Coordinator, Director of Social Service,
canference room, with the Director of NHFBfﬂQ. Clinical Records Slljperwsor, Dietary
and the Assistant Director of Nursing, confifmed Manager, and Activities Directar. 6/1/11

undetermined if the-alarm was in place and
functioning atthe time of the fall on November9,
2010, and March 19, 2011. Further interview
confimed the safety devices were not in place at
the time of the fall on April 19, 2011.

Resident #2 was admitted to the facllity on
February 18, 2011, with diagnoses including
Intracranial and Intraspinal Abscess,
Osteomylelitis, and Hypertension.

| _
: Medical record review of the Interdiséiplinary
Progress-Note dated February 26, 2011,
revedled, “...Néw order to restart an'INT
(intravenous needle). INT restaited. In tesidents
(left) wrist...Secured (with) tape and gauze...”

Medical record review of the Interdisciplinary
Progress Note dated February 27, 2011,
revealed, "...Entered residents room...Observed
INT that was inserted-earlier this shift on
fioor...obtained order to restarting an IV in (left)
forearm for antiblotic use,..”

Medical record review-of the [nterdisciplinary
Progress Note dated March 18, 2011, revealed,
“...Res. (resident) observed lying in bed. All
clothing on fleor INT on floor as well..."

Medical record review of the-Interdisciplinary
Progress Note dated March 21, 2011, 2:15 p.m.,
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F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL
$S=D NEEDS‘

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral.and. enteral fluids;

Colostorny, ureterastomy, or lleostomy.care;
Tracheostomy cére;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT isnot met as.evidericed
by: _

Based on medical record review, review of the
Rules and Regulations of Licerised Practical
Nurses, observation, and interview, the facility
failed to.ensure -demonstrated compelency priot
to performing a procedure for one (#2) of
gighteen resldents reviewed.

The findings included:
Resident #2 was admitted to the facility.on

February 18; 20111, with diagnoses including
Intracranial and Intraspinal Abscess,

Christian Care Center of Johnson City
believes its current practices were in

. compliance with the applicable standard

of care, but in order to respond to this
citation from the surveyors, the facility is

~ taking the following additional actions:

Corrective Action for Targeted Residents

Resident #2 has expired due to unrelated
causes.

Identification of other Residents with
Potential to be Affected

Current residents with PICC lines have
potential to be affected by this practice.

Systematic Changes

LPNs were educated on 5/5/11 by the
Director of Nursing regarding performing
only those tasks for which each has been
prepared and has demonstrated ability
to perform. Direct care for PICC lines will
be performed by a Registered Nurse.

| The RN|will supervise delegated duties of

the LPNs regarding PICC lines.

: il i o FORMAPPROVED
CENTERS FORMEDICARE. & MEDICAID.SERVICES . OMB NO. 0938-0391
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(%4) 1D __ SUMMARY:STATEMENT OF DEFIGIENGIES. 1D [PROVIDER'S PLAN OF CORRECTION _x)
PREFIX (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX. (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Gontinued From page 8 F323]
revealed, "...INT placed into (Jeft) wrist...11:50 p
{p.m.) Observed resident INT on'side of bed.,.had
pulied it out...”
Interview.on-April:26, 2011, at 2:40 p.m., with the |
Assistant Director of Nursing, in the conference
room, confirfed no new interventions had been
implemented to-ensure the resident's INT was
secure.
Ure. .| F328
F328
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F 328 | Continued From page 10 F 328| Monitoring
Osteomnyelitis, and Hypertension.
N _ L T The Director of Nursing will monitor PICC
Medica] record @v-iewf'of the P'?,-VS'ﬁiﬁ*? S - lines in the facility for 3 months, then
recapitulation orders dated April 16, 2011,
through April 30, 2011, revealad. " Cefenime quarterly, to ensure that RNs are
; m}?@ ’ P” Ny r?\";:3"-“e 1 Gefeplrne performing direct care for these lines, and
_(antl'bl'olb c) 1’2 gm 5-9.’-?"“5)' -,n 50 fﬂl'_-'(mll_lllltelf)' N"S.. supervising delegated duties of the LPNs
(norma saline)...intravenous...every 8 hours... regarding these lines. These findings will
Observation on April 28, 2011, with LPN be reported to the Performance
(Li_censed' Practical NUI:‘S&)I-#1 perfbnni_n g th_'e Committ_ee for rev.lew and determlr!atiun
 PICC (peripherally inserted central catheter) line of on-gaing Complla.m?& This committee
flush revealed the following: LPN #1 entered the consists of the Administrator, Consultant
residént's room; washed:the hands:and donned Pharmacist, Medical Director, Director of
gloves, cleaned the port of the PICC line with Nursing, Assistant Director of Nursing,
alcohol, flushed the port with 20 milliliters normal Maintenance Director, Housekeeping/
saling, ehangéd gloves, cleaned the port.of the Laundry Supervisor, MDS/Care Plan
PICC line with alcohel, and attached the tubing Coordinator, Director of Social Service,
with the IV {intfavenous) antibiotic to the PIGC Clinical Records Supervisor, Dietary
Iinq, Manager, and Activities Director. 6/1/11
Review of the Rules'and Regulations.of Licensed
Practical Nurses, Rule 1000-2-.04 (3) (a) and (c),
dated June 2007, revealed, " ...(a) ...Licensed
Practical Nurses aré liable if they perform
delegated functions they are not prepared to
handle by education and-expetience and for
whichsupervision is hot provided. In any patient
| care situation, the licensed practical nurse should
performi only those tasks for-which each has been
prepared and has demanstrated ability to perform
..{c) Before perferming activities requiring greater
skill and knowledge, the following criteria must be
met...The individual must-demonstrate
competencyin the practice..."
Interview on April:26, 2011, at 1:45 p.m., with the |
Director of Nursing, in-the conference room,
confirmed no-documentation of demonstrated
competency had been completed for LPN #1 prior,
FORM CMS-2567(02:99) Previquﬁ verslons:ébsﬁéla_‘ o Evantlt} 51961 Faclity 1D: TNSOH If continuation sheet Page 110f17
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" The facility must -

(1) Procure food from sburces approved or
‘considered satisfactory by Federal, State or local
authorities; and:

(2) Store, prepars, distribute and serve food
under sanitaty conditions

This REQUIREMENT is not-met as evidenced
by:

Based-on policy review, review of the menus,
observation, and interview; the facility failed to
-ensure stacked pans were clean; failed to ensure
sanitizing liquid was separated from food, and
failed to ensure the correct scoop sizes were
used for one meal..

; The findings included:
Observation on April 25, 2041, at 10:35 a.m., with
the CDM (Céttified- D|etary Manager) revealed
one stacked quarter pan on the diying rack with-a
small amount of debiris on the:side of the: pan,
and a 5 liter bucket:with 3 litérs of saniquiat
(sanitlzmg solution) sitting under the serving line
next to six covered bowls of corh flakés.

Review of the facility policy, Pots and Pans,
revealed, "..,It is the policy of this facllity to ¢clean

FORM APPROVED
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F 328 | Conitinited From page 11 " F 328 |
to performing the PICC line flush or administering
the. antibiotic, _
F 371 | 483.35(j) FQQD.PRO'GURE, F3M1| F371
88=¢ | STORE/PREPARE/SERVE - SANITARY

Christian Care Center of Johnson City
believes its current practices were in
compliance with the applicable
standard of care, but in order to
respond to this citation from the
surveyors, the facility is taking the
following additional actions:

Corrective Action for Targeted Residents

The quarter pan was washed and
sanitized on 4/26/11 by the Dietary
Manager, according to facllity policy.

On 4/26/11, the Dietary Manager
removed the sanitizing solution that was
near the food.

The 3 oz. scoop that was used to serve
the beets was changed by the Dietary
Manager to a 4 oz. spoodle on 4/26/11,

The 2 oz. scoop being used to serve the
super mashed potatoes was replaced
with a 4 oz. scoop by the Dietary
Manager on 4/26/11.

Identification of Other Residents with
Potential to be Affected

Due to the nature of this practice,
current residents have the potential to

and sanitize pots and pans to maintain saritary beaffected.
food preparatlan servlce and delwery
FORM cms-zsa?’{oz 99) Pravlcus\ferslonsﬂbeoiele ' Evannwsaﬂ " Fagiltly [D: TN 1 If continuation sheet Page 12 of 17
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envirohment..."
SEESEES Dietary Staff was educated by the

Interview on April 26,2011, at 10:36 a.fn., with Dietary Manager on 4/28/11 regarding

the Dietary Manager.,, in the kifche_n, confirmed the the need to ensr:n.'e that. pans are washed

quarter pan needed to.be washed, and the accordlng to facility policy, th.at sanitizing

sanitizing solution was not to 'be,:sitﬂng nextto solution is not left near food items, and

food. ' that foods should be served with the
appropriate size and appropriate type of

Observation on April 26, 2011, at 5:00-p.m., of the scoop gecording to the menu.

tray line revealed a 3 ounce scoop was used to .y

serve the beets, and-a 2-ounce scoop was used Monitgring

to serve the super mashed potatoes. The Dietary Manager, with the
assistance of the Registered Dietician,

Review of the facility's menus revealed, *...Beets will manitor to ensure that pans are

4 -Z?(-U[!ncej spoodle..." cleaned according to facility policy, that
sanitizing solution is not left near food,

Interview on April. 26, 2011, at 5:00 p.m., with the and that foods are served with the

Registered Dietician, in the kitchen, confirmed a.4 appropriate size and appropriate type of

ounee scoop (spoodle) was to be used for the scoop according to the menu. These

beets, and & 4 ounce s¢oop was to be used for items will be audited on a weekly basis

the-super mashed potatoes. for three months. The Dietary Manager
will report these findings to the

Interview on April 26, 2011, at 5:00 p:m., With the Performance Improvement Committee

Dietary Manager, in the kitshen, confitmed for review and determination of
approximately. fourteen trays had been served. on-going compliance. This committee
F 441 483.65 INFECTION CONTROL, PREVENT F 441| consists of the Administrator, Consultant
Ss=D | SPREAD, LINENS Pharmacist, Medical Director, Director of
: g Nursing, Assistant Director of Nursing,
The facility must establish and maintain an Maintenance Director, Housekeeping/
[Infection Control Program designed to provide a Laundry Supervisor, MDS/Care Plan
-safe, sanitary and comfortable environment and Coordinator, Director of Social Service,
to help prevent the development and transmission Clinical Records Supervisor, Dietary
of disease.and Infection. Manager, and Activities Director. 6/1/11

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it- _

(1) Investigates; controls, and prevents infections
in the facility;
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(2) Decides what procedures, such as isolation,
should be applied to-an-individual resident: and

(3) Maintains-a record. of incidents and.corrective

actions related to infections,

Eb) Preventing. Spread of Infection

(1) When the Infection Control Program

determines thata resident needs-igolationto
prevent the spread of infection. the fac hty must
isolate the resident,

(2) The facility must:-prohibit employeés with a

communicable disease or infected skin lesions
from direct-contact-with residents or their food, if
direct contact will transmit'the: d|sease

{3) The facility must require staff to wash their

hands after each direct resident contact for which
hand washing Is indicated by accepted
professional practice,

(¢) Linens
Personnel must handle, store, process and

fransport linens. so a8 to prevent the Spread of
infection.

This REQUIREMENT is not met as evidenced
by:
Based on medical record review, observation,

and interview the Facllity failed to ensure inféction

control strategies were maintained for two
residents;(#14, #2) for medication pass; for one

resident (#3) for'dressmg change; and ensure the |

water fountain-was ¢lean.
The-ﬁndingsfinc!udeﬂ'

Resident#14 was admilted tothe facility-on
September 24, 2009, W|th diagnoses including

Christian Care Center of Johnson City

- believes|its current practices were in
compliance with the applicable standard
of care, but in order to respond to this
citation from the surveyars, the facility is
taking the following additional actions:

Corrective Action for Targeted Residents

On 4/28/11, LPNs #2 and #4 were
in-serviced by the Director of Nursing on
the need to disinfect and/or wash hands
prior to and after medication admini-
stration and during and after performing
a clean dressing change.,

' On 4/27/11, the restroom key was
removed from the water fountain by the
ADON, and the fountain was immediately
disinfected. On 5/10/11, the male

' resident who placed the restroom key in
the fountain was educated by the
Administrator to place the key back on
the wall hanger when finished.

- Identification of Other Residents with
- Potential to be Affected

Current residents receiving medication or
requiring dressing changes have the
potential to be affected.

Any person utilizing the water fountain
has the potential to be affected.
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Hypertension, Muscle Weakniess, and Late . ;
effects of Cerebral Vascular Acoident Licensed Nursing staff was educated
fiaets of Cramohral Vasoular Avside by the Director of Nursing on 5/5/11
Observation during walk through on April 25, | rega rd.ing the proper procedure fo1.'
2011, at 11:00 a.m., in the hallivay, revealed LPN sanitizing or washing hands according
#2 -(iicen'sed practical niurse)-prepa;_ring'_tﬁ. . to facility policies. Licensed Nursing staff
administer medication to resident #14. Continued will be in-serviced upon hire and
observation revealed LPN #2 retrieved annually by the DON on proper hand-
medication from'the medication carf, went to the washing per facility policy.
resident's room; and gave-medjcation to the On 5/10/11, the restroom key hanger
resident. Continued observation revealed LPN #2 “was Iowére;i by the Mainten:nce ¢
did riot s hand disinfectant or wash hand&'pﬁ-ﬁr ' Director to provide easier access for
to administering medication or after administering residents in wheelchairs to remove and
the médicatioh-to the resident. e e
Interview with LPN #2 on April 25,2011, at 14:05 Monitoring
am., in the hallway, confirhed-had not
disinfected hands prior to or afteradministering Medication administration and clean
the-medication to the resident. dressing changes will be audited by the
T e o Assistant Director of Nursing daily
R.Qsl_dﬁnt#fi_ waSadmlﬁadtothe facility on August | (Meonday thru Friday) for four weeks,
18, 200:9:.: Wfth d_l'ﬁ}'_gﬁ!?s?is '_UFIUdIﬁ_Q.iGOn_gEShVe' and then monthly for three months. The
| Heart Failure, Atrial Eib"“al'f?[‘{musele audit will include daily observation of
Weakniess, and Hyperthyroidisim, three medication administration passes
o _ S 3 _ B on each shift and two dressing changes
Obs‘-’.’“’?“?’?;@“ Aph[ 26!201 1-'_ atQOOam, " (Monday thru Friday) to ensure proper
_re\t:ealed_ H?N #A--Qfep aring gupphesoutstde the hand washing. The Consultant
resident#3's room for -ﬂ-dreﬁﬁlns. change. Pharmacist will assist in medication
Continued observation revealed the following administration audits on monthly visits
breaches in infection control practices; 1) the LPN for three months.
donned gloves and placed a barrier on the
treatment cart; disinfected the scissors and | The Housekeeping Supervisor will audit
placed on hamf“-ﬁ: using the same 919'!-"9_5:: opened the drinking fountain in the main lobby
the treatment carts drawers and retrieved daily for one month to ensure that items
supplies for the.dressing change,.2) after the are not placed in the drinking fountain.
dressing change w aS"‘?OmPIe'te‘:dz.LRN.’#' placed a The audit will be reviewed by the
sock-on the resident's .E)BS,,—'MU)_ the:same gloves, Administrator and reported to the
went to the bedside cal 'ine.t- and.__placed--t'heitap'e Performance Improvement Committee.
in the drawer; returned to the bed; gathered ¢ g
FORM CMS-2567(02-89) Previous Versions Obsolte EventID; 518811 * Facllfy ID: TN9O41 If continuation.sheet Page 15 of 17

MAY 12 2011




DEPARTMENT OF HEALTH AND:HUMAN SERVICES

PRINTED: 04/29/2011

e : ~ FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES . 1 _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA { X2y MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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- A BUILDING
445487 B VNS 04/27/2011

NAME OF PROVIDER-OR SUPPLIER.
CHRISTIAN.CARE CENTER OF JOHNSON CITY,.INC

STREET ADGRESS, GITY, STATE, ZIP CODE
140 TECHNOLOGY: LANE
JOHNSON CITY, TN 47604

(X4) ID - SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S:PLAN OF CORRECTION _ (45)
PREFIX -(EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX  (EACH GORRECTIVE AGTION SHOULD BE. GOSN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSBrREFEREggﬁ%Eﬂg%EAPPR_G_PB!ATE BATE:
F 441 Continued From page 15 F 441 The hand washing audits for medication

unused supplies and placed in-red bag, tied the administration and dressing change will

baig, ‘opened the residént's door, placed red bag be reviewed by the Director of Nursing

in-trash container on the side:of the treatment: | and results reported to the Performance

cart. ’ Improvement Committee monthly. This

‘ committee consists of the Administrator,
Review of the facility policy Dressing Change Consultant Pharmacist, Medical Director,
revealed ...16. Remove and discard:gloves. Director of Nursing, Assistant Director of
o _ _ Nursing, Maintenance Director,

Interview-with LPN#4.0n April 26, 2011, at 9,20 Housekeeping/Laundry Supervisor,

a:m., in the haliway, confirmed had riot removed MDS/Care Plan Coordinator, Director of

gloves.and disinfected hands after disinfacting Sacial Service, Clinical Records Supervisor,

scissors:and after placing the dressing on the Dietary Manager, and Actlvities Director. | 6/1/11

resident.

Resident #2 was: admitted to:the facility on

February 18, 2011, with diagnoses including

Intracranial and Intraspinal Abscess,

Osteomyletis, and Hypertension.

Observation on April 25, 2011,:at5:10 p.m,

revealed LPN (Licensed Practical Nurse) #3

Washed hands in resident #2's bathiroom,-came

out to the hall to the medication cart, prepared the

Humulin R insulin & units, applied gloves, entered

the resident's room.and closed the daor, exposed

the resident's abdomen and administered the

Humulin R insulin without washiing the hands-after

touching the resident's door.

Interview on April 27, 2011, at 9:00 a.m., in the

conference room, with the Director of Nursing,

confirmed the hands were to be-washed after

touching the door .and prior to administering the

insulin.

‘Observation during the initial tour on April 25, J
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F 441! Continued From page 16 F 441

2011, at 1120 a.m., in-the main hallway revealed
on one side of the wall was two water fountains,
one for wheelchair aceess. Continued
observation revealed a key with a woodén key
ring was laying In the regular water fountain,
Interview with‘the ADON. (Assistant Director of
Nursing) at the time of observation confirmed the
key was not to be in‘the water fountain.
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